Introduction
Recurrent attacks of benign meningitis, first described by Mollaret (1945) are rare. Since then, a number of case reports have appeared (George and Westphal, 1965; livanainan, 1973; Nordbring and Gertzein, 1971 ). Reviews by Hermans, Goldstein and Wellman (1972) and Bruyn, Straathof and Raymakers (1962) (Table 1) .
On 8th January 1975 a trial of colchicine was started at a dose of 0-5 mg twice/day, later increasing to 0 5 mg thrice/day. There was a dramatic reduction in the frequency of attacks (Fig. 1) .
In July 1975 an enlarged left supraclavicular lymph node was palpated. In January 1976 enlarged axillary and inguinal nodes were also demonstrated. A biopsy of the supraclavicular node showed excessive lymphocytic proliferation and fibrosis not diagnostic of inflammation or neoplasia. No treatment was given and the lymphadenopathy had almost completely subsided by June 1976. By January 1977 glands were again palpable in the left supraclavicular fossa, axilla and groin. There was no hepatosplenomegaly. Repeat biopsy of a supraclavicular node showed histology similar to before, but appeared more likely to be lymphomatous on this occasion (Fig. 2) .
Chest X-ray and hilar tomography showed right hilar gland enlargement. Intravenous urogram was normal. Bilateral pedal lymphangiogram showed pathologically enlarged lymph nodes in the left inguinal and left iliac areas. There were probable abnormal nodes in the right iliac area. The paraaortic nodes were equivocal. 99Tc sulphur colloid liver/spleen scan showed a normal liver outline with a low overall count-rate suggestive of diffuse liver disease. Bone marrow (iliac spine biopsy) (Fig. 3) showed heavy diffuse infiltration with lymphocytes and lymphoblasts. There was a pronounced fine reticulin network. Sternberg-Reed cells were not seen; there was no excess of plasma cells. The picture was that of a non-Hodgkin's lymphoma (Stage IVa 
Discussion
This case demonstrates the essential features of Mollaret's meningitis -recurrent meningitis, with complete recovery between attacks. Apart from confusion during attacks, there were no neurological signs. Involvement of other organ systems was confined to the occurrence of a skin rash during most attacks. Attacks occurred irregularly and continued with considerable frequency for three years until colchicine was started. The frequency of attack was reduced, increasing again on stopping colchicine temporarily (the disease was complicated by the development of a non-Hodgkin's lymphoma).
The signs and symptoms of Mollaret's meningitis are usually confined to the central nervous system (Hermans et al., 1972) . The occurrence of an urticarial skin rash has been reported in one previous case of Mollaret's meningitis (George and Westphal, 1965) . This case also showed other systemic symptoms and the authors commented that she represented a combination of the features of familial Mediterranean fever (FMF) and Mollaret's meningitis.
Attacks of Mollaret's meningitis are unpredictable. Many cases have been reported in which attacks spontaneously ceased after many years. This makes assessment of a treatment of one patient difficult. A trial of colchicine was started (Gledhill et al., 1975) following reports of its success in reducing the frequency of attacks of FMF (Zemer et al., 1974; Dinarello et al., 1974) . The mode of action is unknown. Colchicine is a spindle poison -inhibiting mitosis at metaphase (Inone, 1959) . It has also been shown to interfere with polymorph function in vitro (Malawista and Bodel, 1967; Rajan, 1966) . This could explain the inhibition of recurrent attacks of inflammation in FMF and Mollaret's meningitis.
During colchicine therapy the patient developed a non-Hodgkin's lymphoma. The pathogenesis of this is uncertain: it may be co-incidental, or it may be related to colchicine therapy. Although colchicine is known to produce chromosomal abnormalities (Ferreira, Buoniconti and Frota-Pessoa, 1973) , the development of malignant disease in patients on long-term colchicine has not been described.
The development of a lymphoma may be a complication of Mollaret's meningitis-possibly analogous to amyloid in FMF. Alternatively, if the lymphoma is regarded as the primary condition, then the meningitis may be a secondary phenomenon. This is similar to the recurrent fever which is a well described (but rare) feature of Hodgkin's disease and other lymphomas (Reimann, 1977 
